Perforated sub-hepatic appendix; rare presentation of a common disease. by Jaliawala, Huzaifa Ali et al.
eCommons@AKU
Department of Surgery Department of Surgery
June 2016
Perforated sub-hepatic appendix; rare presentation
of a common disease.
Huzaifa Ali Jaliawala
Aga Khan University
Fatima Mannan
Aga Khan University, fatima.mannan@aku.edu
Roger Gill
Aga Khan University, roger.gill@aku.edu
Abdul Rehman Alvi
Aga Khan University, rehman.alvi@aku.edu
Follow this and additional works at: http://ecommons.aku.edu/pakistan_fhs_mc_surg_surg
Part of the Surgery Commons
Recommended Citation
Jaliawala, H., Mannan, F., Gill, R., Alvi, A. (2016). Perforated sub-hepatic appendix; rare presentation of a common disease.. JPMA:
Journal of the Pakistan Medical Association, 66(6), 765-768.
Available at: http://ecommons.aku.edu/pakistan_fhs_mc_surg_surg/565
Abstract
An elderly gentleman presented to our emergency with
a 10-day history of right upper quadrant pain and
nausea with associated tenderness on examination. His
white cell counts were raised with predominant
neutrophils with ultrasound evidence of a
heterogeneous sub-hepatic collection, not associated
with fever, diarrhoea or vomiting. He had a similar
episode 3 weeks ago, which resolved with antibiotics.
Initially thought to be a perforated acute appendicitis
or a liver abscess a CT scan was done to further
substantiate our finding. This to the contrary revealed a
perforated sub hepatic appendix. Patient was treated
conservatively with IV fluids and antibiotics and the sub
hepatic collection was aspirated under ultrasound
guidance. He responded well to treatment and made an
uneventful recovery.
Keywords: Sub-hepatic collection, Acute appendicitis,
Perforation.
Introduction
Appendicitis is a common presentation in the
Emergency Department worldwide. Prompt diagnosis
and early intervention is crucial to avoid morbidity
related to delayed diagnosis.1,2 This becomes a
challenge when the presentation is deviant from what
we see classically, making it important for surgeons to
be familiar with these aberrant presentations to be able
to diagnose appendicitis in time.
Case Presentation
An elderly male, presented to the Emergency
Department with a 10-day history of gradually
worsening right upper quadrant pain during the month
of August, 2015 to the Aga Khan University Hospital,
Karachi. It was constant, sharp, non-radiating, 8/10 in
severity, aggravated on movement and mild exertion. It
was associated with nausea and anorexia. There was no
fever, vomiting, diarrhoea or constipation. The patient
was haemodynamically stable. He had similar
symptoms three weeks ago associated with fever, which
resolved in outpatient setting with antibiotics.
On abdominal examination he had tenderness in the
right upper quadrant. Bowel sounds were audible in all
four quadrants. No visceromegaly was appreciated. His
medical history revealed benign prostalic hypertrophy,
Diabetes and Hypertension. Surgical history showed
removal of kidney stones in the past. Family history was
non-contributory.
Initially it was thought that he has either acute
cholecystitis or a liver abscess, therefore an ultrasound
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Figure-1: Ultrasound image showing a heterogeneous collection beneath the right
lobe of the liver with both solid and liquid component.
Figure-2: CT scan abdomen with IV contrast cross-sectional view showing a small sub
hepatic collection with arrow indicating the tip of appendix which has perforated.
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was advised. This revealed a normal gall bladder with
normal wall thickness with no pericholecystic fluid and
normal biliary anatomy. However there was an
heterogeneous sub hepatic collection adjacent to the
gall bladder (Figure-1). This raised the possibility of
either a micro perforation from the gall bladder or a
ruptured liver abscess. However this was not very
convincing therefore a CT scan was performed. CT scan
revealed appendix in the sub hepatic position which
had perforated and was responsible for the sub hepatic
collection evidenced on the ultrasonogram (Figure-2,3).
Investigations
Blood picture showed a white cell count of 15.1x109,
predominantly neutrophils. Liver Function Tests,
Prothrombin Time, Activated Partial Thromboplastin
Time, Electrolytes, Urea and Creatinine were within the
normal ranges. Ultrasound of the abdomen showed
evidence of a well-defined heterogeneous area along
the inferior margin of right lobe of liver with solid and
fluid component raising the possibility of a sub-
capsular or ruptured liver abscess. CT scan revealed a
perforated appendix located in the sub-hepatic region.
The differential diagnosis included:
1. Hepatic Abscess, 2. Acute cholecystitis, 3. Para-Colic
Abscess.
Patient was admitted and broad spectrum antibiotics
started along with Intravenous fluids. The abscess was
aspirated under Ultrasound guidance. Fever and
abdominal pain settled. Oral feeding was resumed
gradually, which was well tolerated.
Outcome and Follow-Up
The patient responded well to the conservative
approach to treatment. He was discharged on the third
day of admission. At the time of discharge his white cell
count was 8.9x109, with normal differential. On follow
up, a week later, in the outpatient clinic he had no
complaints. He had resumed his normal diet and was
tolerating it well.
Discussion
Clinical presentation of appendicitis varies on its
anatomical location in the abdomen. The more
commonly reported positions such as retro-caecal
(74%), pelvic (21%), sub-caecal (1.5%), pre-ileal (1.5%),
and post-ileal(0.5%) determine the classic presentation.3
However, there are rare variants present that distort the
typical presentation making diagnosis a challenge.
Sub-hepatic location of the appendix is one such
variant where the appendix is located in the right upper
quadrant. King4 introduced us to the first case in 1955,
whereas Palanivelu et al5 tabulated the incidence to be
0.08% from a study performed in India. Patients are
usually misdiagnosed as acute cholecystitis, liver
abscess, ureteric colic or acute pyelonephritis.5
CT scan is proven to be more beneficial to ascertain
diagnosis in patients with atypical presentations of
right upper quadrant pain with non-specific findings.6,7
As Sub-hepatic appendicitis is more common in the
elderly; CT scan is indispensable in establishing a
diagnosis.8,9
Conclusion
Sub-hepatic appendicitis complicated by perforation
may lead to abscess formation. In our experience, it was
adequately managed with conservative treatment with
IV fluids, antibiotics and aspiration, saving the patient
from unnecessary surgery.
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